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ABSTRACT

Introduction 

Gastrointestinal malignancy constitutes a significant cancer burden in terms of mortality. They are 
most often detected late due to hidden location and lack of symptoms. This study was undertaken 
with an aim to see age and site distribution, histopathological spectrum, histologic grade and 
pathologic stage at presentation and to find correlation between histologic grade and pathologic 
stage at presentation.

Methods

This retrospective chart review was carried on 161 cases of GI malignancies received in Department 
of Pathology of College of Medical Sciences and Teaching Hospital during a time period of 8 years 
from January 2012 to December 2019.

Results

Age of the patients ranged from 16 to 93 years with a mean±SD of 57.3±16.3 years with maximum 
36 (22.4%) cases in 51-60 years age group and a male female ratio of 1.4:1. 29 (18.0%) cases were 
seen at or below 40 years of age. Stomach was the most common site involved in 69 (42.9%) cases. 
Majority, 136 (84.5%) cases were adenocarcinoma. Majority, 48 (35.3%) cases of adenocarcinoma 
were Grade 2. Most 31 (45.0%) cases were Stage III at presentation. There was no statistical 
significant association between histologic grade and pathologic stage (p = 0.073).

Conclusions

GI malignancy constitutes a significant cancer burden. Younger individuals are also considerably 
affected denoting a need of high degree of suspicion. Stomach was the most common site involved. 
Adenocarcinoma was the most common histological type. There was no association between 
histologic grade and pathologic stage at presentation (p > 0.05).
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INTRODUCTION

The gastrointestinal (GI) tract is a hollow tube 
that extends from oral cavity to anus and 
consists of anatomically distinct segments 
including esophagus, stomach, small intestine, 
colon, rectum and anus. Each of these 
segments has unique, complementary and 
highly integrated functions which together  
serve intake, digestion and absorption of 
ingested food particles and disposal of waste 
products.1

It is a common site for numerous pathological 
processes ranging from non-neoplastic, 
preneoplastic to neoplastic.2 These diseases 
are commonly encountered in surgical 
practice and are important causes of morbidity 
and mortality.3 GI biopsies, including 
endoscopic and colonoscopic biopsies and 
resection specimens constitute a major part 
in Histopathology laboratory of any tertiary 
referral hospital.4

GI cancers constitute a major cancer burden as 
colorectal cancer (CRC) ranks second, gastric 
cancer ranks third and esophageal cancer ranks 
sixth cause of cancer mortality worldwide.5 
In Nepal, GI malignancies observed a rise in 
incidence from fifth common in 1990 to third 
common malignancy in 2010. Stomach cancer 
is the third most common cancer in males in 
Nepal.6 

Though most commonly seen in fifth to seventh 
decade, rate is increasing also in younger 
population particularly for CRC.4, 7 Most 
patients are aymptomatic and diagnosed at an 
advanced stage due to hidden location, leading 
to short survival time and poor prognosis.8, 9  

With advent of minimally invasive fiberoptic 
endoscopes, visualization of different parts 

of GI tract has become easy.10 However, 
histopathological examination of biopsy 
remains the gold standard in diagnosing and 
guiding appropriate management in malignant 
cases.2, 3

This study is conducted to see relative 
incidences of GI malignancies according to 
age, site, histopathological spectrum and seek 
association between differentiation and stage of 
cancer.

METHODS

This retrospective chart review was carried 
out in Department of Pathology, College of 
Medical Sciences and Teaching Hospital. 
Ethical approval from the Institutional Review 
Committee was obtained. 161 consecutive 
cases of GI malignancies found in endoscopic 
biopsies, colonoscopic biopsies and resection 
specimens received in the Histopathology 
section of Department of Pathology of College of 
Medical Sciences and Teaching Hospital during 
a time period of 8 years from January 2012 to 
December 2019 were included in the study. 
Malignancies of esophagus, gastresophageal 
(GE) junction, stomach, small intestine and 
large intestine were included in the study. 
Malignancies of oral cavity, pharynx, appendix 
and anal canal were excluded. Suboptimal 
biopsies not including submucosa and having 
crush artefacts were excluded. Recurrent 
tumors were also excluded. Malignancies 
were classified and staged according to 
World Health Organization Classification of 
Tumors (fourth edition).11 Histologic grading 
for adenocarcinoma and squamous cell 
carcinoma was done using protocols from 
College of American Pathologists.12-14 Stomach 
adenocarcinoma was also classified according 
to Lauren classification as intestinal, diffuse, 
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mixed and indeterminate types.11 All the cases 
of GI malignancy received in the study period 
were reviewed from the departmental records. 
Data was initially entered in MS-Excel, refined 
and finally analyzed by SPSS 20.0. Variables 
like age at presentation, gender, site, size, 
gross type, histological type, differentiation 
and pathological stage at presentation 
were analyzed. Continuous variables were 
expressed as mean±standard deviation (SD) 
and categorical variables were expressed as 
frequencies and percentages. Association 
between histologic grade and pathological 
stage at presentation was sought using Pearson 
Chi square test and likelihood ratio.

RESULTS

A total of 161 cases of GI malignancies were 
received in the study period. Age of the patients 
ranged from 16 to 93 years with a mean±SD of 
57.3±16.3 years with maximum 36 (22.4%) cases 
in 51-60 years followed by 35 (21.7%) cases in 
61-70 years age group. There were 93 (57.8%) 
males and 68 (42.2%) females with male female 

ratio of 1.4:1 (Table 1). 

There were 60 (37.3%) endoscopic biopsies, 20 
(12.4%) colonoscopic biopsies and 81 (50.3%) 
resection specimens. 69 (42.9%) cases were 
seen in stomach followed by 67 (41.6%) cases 
in colorectum and 15 (9.3%) cases in esophagus 
(Fig 1).

Fig 1. Pie chart showing sites of GI malignancies

One hundred and thirty two (82.0%) cases of 
malignancies were seen after 40 years of age and 
only 29 (18.0%) cases were seen at or below 40 
years of age. However, 19 out of 67 (28.4%) cases 

Table 1. Age and gender distribution of cases (n=161)

Age group (years) Males n (%) Females n (%) Total n (%)

<20 2 (1.2) 0 (0) 2 (1.2)

21 – 30 5 (3.1) 4 (2.5) 9 (5.6)

31 – 40 11 (6.8) 7 (4.3) 18 (11.2)

41 – 50 14 (8.7) 13 (8.1) 27 (16.8)

51 – 60 20 (12.4) 16 (9.9) 36 (22.4)

61 – 70 17 (10.6) 18 (11.2) 35 (21.7)

71 – 80 18 (11.2) 7 (4.3) 25 (15.5)

>80 6 (3.7) 3 (1.9) 9 (5.6)

Total 93 (57.8) 68 (42.2) 161 (100)
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colorectal malignancy were seen at or below 40 
years of age (Table 2).

Male female ratio was 1.4:1 for both stomach 
and colorectal malignancy, whereas it was 1.1:1 
for esophageal malignancy and 1.5:1 for both 
GE junction and small intestine malignancy 
(Fig 2).

Table 2. Age distribution in various sites of malignancies (n=161)

Age group 

(years)

Site of malignancy Total 

Esophagus GE junction Stomach Small intestine Colorectum

<20 _ _ _ _ 2 (1.2) 2 (1.2)

21 – 30 1 (0.6) _ 2 (1.2) _ 6 (3.7) 9 (5.6)

31 – 40 1 (0.6) _ 6 (3.7) _ 11 (6.8) 18 (11.2)

41 – 50 2 (1.2) 1 (0.6) 10 (6.2) 2 (1.2) 12 (12.4) 27 (16.8)

51 – 60 3 (1.9) 1 (0.6) 13 (8.1) 2 (1.2) 17 (10.6) 36 (22.4)

61 – 70 3 (1.9) 1 (0.6) 20 (12.4) _ 11 (6.8) 35 (21.7)

71 – 80 2 (1.2) 2 (1.2) 13 (8.1) 1 (0.6) 7 (4.3) 25 (15.5)

>80 3 (1.9) _ 5 (3.1) _ 1 (0.6) 9 (5.6)

Total 15 (9.3) 5 (3.1) 69 (42.9) 5 (3.1) 67 (41.6) 161 (100)

Majority, 136 (84.5%) cases were 
adenocarcinoma, followed by 10 (6.2%) cases of 

squamous cell carcinoma (SCC), 6 (3.7%) cases 
of Non-Hodgkin’s Lymphoma (NHL) (Fig 3), 5 
(3.1%) cases of Gastrointestinal Stromal Tumor 
(GIST) (Fig 4), 2 (1.2%) cases of adenosquamous 

Figure 2. Bar diagram showing gender distribution in various sites of malignancies (n=161)
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carcinoma and 1 (0.6%) case each of small cell 
carcinoma and secondary metastases (Table 3). 

Fig 3. Diffusely infiltrating atypical lymphoid cells in NHL of colon 
(H and E X400)

Fig 4. Intersecting fascicles of spindle cells in GIST (H and 
E X40)

Table 3. Distribution of various histological diagnoses according to various sites of malignancies (n=161)

Histological diagnoses

Site of malignancy

Total 
Esophagus GE junction Stomach

Small 

intestine
Colorectum

Adenocarcinoma 3 (1.9) 5 (3.1) 64 (39.8) 3 (1.9) 61 (37.9) 136 (84.5)

SCC 10 (6.2) _ _ _ _ 10 (6.2)

NHL _ 3 (1.9) _ 3 (1.9) 6 (3.7)

GIST _ _ 2 (1.2) 2 (1.2) 1 (0.6) 5 (3.1)

Adenosquamous 
carcinoma

1 (0.6) _ _ _ 1 (0.6) 2 (1.2)

Small cell carcinoma 1 (0.6) _ _ _ _ 1 (0.6)

Metastases _ _ _ _ 1 (0.6) 1 (0.6)

Total 15 (9.3) 5 (3.1) 69 (42.9) 5 (3.1) 67 (41.6) 161 (100)

Out of 136 cases of adenocarcinoma, 8 (5.9%) 
cases were mucinous adenocarcinoma with 

>50% tumor area composed of mucin (Fig 5) and 
2 (1.5%) cases were signet ring cell carcinoma 
with >50% signet ring cells (Fig 6). 6 (10.0%) Out 
of 61 adenocarcinoma in colorectum 6 (10.0%) 
were mucinous adenocarcinoma whereas 
only 2 (3.1%) cases out of 64 adenocarcinoma 
in stomach were mucinous adenocarcinoma. 
1 case each of adenocarcinoma was signet 
ring cell adenocarcinoma in stomach and 
colorectum. 5 (62.5%) out of 8 cases of mucinous 
adenocarcinoma were seen at or below 40 years 
of age.

Fig 5. Tumor cells floating in pools of extracellular mucin in 
mucinous adenocarcinoma (H and E X40)
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Fig 6. Signet ring cells with intracellular mucin displacing nuclei 
towards periphery (H and E X400)

Grading was done for 146 cases of adenocarcinoma 
and SCC. Out of 136 cases of adenocarcinoma, 44 
(32.4%) cases were Grade 1 (Fig 7), 48 (35.3%) cases 
were Grade 2 and 44 (32.4%) cases were Grade 
3 (Fig 8). Out of 10 cases of SCC, 5 (50%) were 
well differentiated and 5 (50%) were moderately 
differentiated (Table 4).

Fig 7. Well differentiated (Grade I) adenocarcinoma forming 
>95% glands (H and E X100)

Fig 8. Poorly differentiated (Grade 3) adenocarcinoma with < 
50% gland formation (H and E X100)

According to Lauren classification, out of 64 
cases of adenocarcinoma in stomach, 28 (43.8%) 
cases were diffuse type (Fig 9), 26 (40.6%) cases 
were intestinal type (Fig 10) and 10 (15.6%) cases 
were mixed.

Fig 9. Diffusely infiltrating tumor cells in stomach adenocarcinoma 
(H and E X40)

Table 4. Grading of adenocarcinoma and SCC in various sites (n=146)

Site 
Histologic grade

Grade 1 Grade 2 Grade 3

Esophagus 
SCC: 5 (3.4) SCC: 5 (3.4) SCC: 0

Adenocarcinoma: 0 Adenocarcinoma: 3 (2.1) Adenocarcinoma: 0

GE junction 1 (0.7) 2 (1.4) 2 (1.4)

Stomach 12 (8.2) 22 (15.1) 30 (20.5)

Small intestine 1 (0.7) 2 (1.4) 0

Colorectum 30 (20.5) 19 (13.0) 12 (8.2)

Total 49 (33.6) 53 (36.3) 44 (30.1)
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Fig 10. Tumor cells forming glands in intestinal type 
adenocarcinoma of stomach (H and E X40)

Fig 10: Out of 81 resection specimens, 47 (58.0%) 
cases were of colorectum, 28 (34.6%) cases were 
of stomach, 3 (3.7%) cases of GE junction, 2 
(2.5%) cases of small intestine and 1 (1.2%) case 
of esophagus. Size of the tumors ranged from 
2.0 to 15.0 cm with a mean±SD of 5.76±2.9 cm. 
34 (42.0%) cases were diffusely infiltrating, 
23 (28.4%) were exophytic, 18 (22.2%) were 

ulcerative and 6 (7.4%) were fungating masses 
grossly. Majority (70.0%) of the exophytic masses 
were seen in colorectum whereas, majority 
(83.3%) of the ulcerative masses were seen in 
stomach and GE junction. 

Pathological staging was available in 69 resected 
specimens. Out of these, 31 (45.0%) cases were 
Stage III followed by 26 (37.7%) Stage II cases 
(Tables 4, 5). 15 out of 31 (48.4%) Stage III 
tumors were poorly differentiated (Table 5). 
There was no statistical significant association 
between histologic grade and pathologic stage 
at presentation as p > 0.05.

Almost all (98.6%) cases had infiltrated 
muscularis propria and beyond at presentation. 
Only 1 (1.4%) case of stomach adenocarcinoma 
had infiltrated only till sumbucosa at 
presentation. 13.0% cases of colorectum were 
stage I compared to only 2.9% cases of stomach, 
which were Stage I (Table 6).

Table 5. Distribution of histologic grades in various pathologic stages of malignancies (n=69)

Pathologic stage 
Histologic grade

Total
Grade I Grade 2 Grade 3 

Stage I 6 (8.7) 3 (4.3) 2 (29.0) 11(15.9)

Stage II 6 (8.7) 14 (20.3) 6 (8.7) 26 (37.7)

Stage III 7 (10.1) 9 (13.0) 15 (21.7) 31 (45.0)

Stage IV _ _ 1 (1.4) 1 (1.4)

Total 19 (27.5) 26 (37.7) 24 (34.8) 69 (100)

χ2 = 11.533, p = 0.073

Table 6. Distribution of site in various pathologic stages of malignacies (n=69)

Pathological stage Site of malignancy
Total 

Esophagus GE junction Stomach Small intestine Colorectum

Stage I _ _ 2 (2.9) _ 9 (13.0) 11(15.9)

Stage II 1 (1.4) 1 (1.4) 8 (11.6) _ 16 (23.2) 26 (37.7)

Stage III _ 2 (2.9) 13 (18.8) _ 16 (23.2) 31 (45.0)

Stage IV _ _ _ _ 1 (1.4) 1 (1.4)

Total 1 (1.4) 3 (4.3) 23 (33.3) 0 42 (60.9) 69 (100)
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DISCUSSION

Parts of GI tract comprise top ten leading sites 
for cancer worldwide.15 Remarkable differences 
are noted in occurrence of these malignancies 
in different parts of world and different races.9 
Most cases are diagnosed at an advanced stage 
due to non-specific symptoms and hidden 
location.9 In Nepal also, GI malignancies are a 
major health challenge, as most cases present 
at advanced stage. Many of the causes of delay 
in diagnosis and treatment are preventable.16 
Endoscopic examination followed by biopsy 
is currently the major method of diagnosing 
GI neoplasms.2 Histopathological evaluation 
is the gold standard for early detection of GI 
malignancies.17

Present study was carried on 161 cases of GI 
malignancies. Age of the patients ranged from 
16 to 93 years with a mean±SD of 57.3±16.3 years 
and maximum 36 (22.4%) cases were seen in 
51 – 60 years age group. In study conducted by 
Thakur et al, age of the patients ranged from 
29 to 104 years with a mean of 58.7 years and 
maximum 34.6% cases in 50 – 60 years age group 
which was similar to our study.17 In a study 
conducted in Nepal, median age at diagnosis 
was 52.5 years.16 44.1% cases were seen between 
5th to 7th decade in present study, whereas Ekta 
et al observed a higher 68.6% cases and Bazaz-
Malik et al observed a much higher 83.3% in the 
same age group suggesting more incidence in 
elder age group.4, 18 Present study observed 29 
(18.0%) cases at or below 40 years of age. Thakur 
et al also observed 18.9% cases at or below 40 
years of age.17 Recent epidemiological studies 
indicate that rate of GI malignancies is increasing 
in young adults, particularly colorectal cancer.7 
Male to female ratio was 1.4:1 which was similar 
to finding of Ekta et al, where male to female 
ratio was 1.33:1 in malignant cases.4 Thakur et al 
had observed a much higher 1.7:1 male female 

ratio.17

Most common site was stomach in 42.9% 
followed by colorectum in 41.6% cases. Trisal 
et al had observed almost equal involvement of 
stomach and large intestine comprising 26.7% 
cases each which was comparable to our study.2  
In a 25 years study conducted by Bazaz-Malik 
et al, large intestine was the most common 
site involved in 43.3% cases and stomach was 
involved in 11.3% cases. The authors had 
also included oropharyngeal cancers which 
were second most common.18 Thakur et al had 
observed a much higher 66% cases in colorectum 
and only 7.5% cases in stomach.17 Ekta et al had 
found 45.7% cases in colorectum and anal canal 
and only 5.7% cases in stomach.4 In one study 
from Nepal, colorectal malignancy comprised 
48% and gastroesophageal malignancy 
combined comprised 58%.16 Gastric cancer is 
the most common GI malignancy in Nepal.19 
Present study also observed most common site 
as stomach.

Adenocarcinoma is the most common histological 
type of cancer occurring in GI tract except for 
esophagus, where SCC is most common in high 
risk areas.1, 11 Extra-nodal lymphomas arise most 
commonly in GI tract, particularly in stomach.1 
Present study observed equal incidence of NHL 
in stomach and large intestine. GIST cases are 
more common in stomach in GI tract.1 However, 
in present study 2 cases each were equally seen 
in small intestine and stomach. Sample size of 
both NHL and GIST were less in our study. 
More number of cases can provide better results. 

Majority (46.9%) cases stomach adenocarcinoma 
were poorly differentiated as compared 
to majority (49.2%) cases of colorectal 
adenocarcinoma which were well differentiated. 
In study conducted by Moghimi-Dehkordi et 
al also, majority of gastric cancer were poorly 
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differentiated (46.2%) and majority of CRC 
were well differentiated (55.5%) similar to 
present study.20 Histologic grade also provides 
prognostic information in addition to stage of 
disease. Poorly differentiated tumors pursue a 
more aggressive course. Difference in survival 
between low grade and high grade tumors was 
more pronounced for adenocarcinoma than 
SCC of esophagus. For stomach, difference in 
survival between low grade and high grade 
tumor was seen more when cancer was localized 
and survival was independent of histologic 
grade in the metastatic disease. For CRC, in 
all the stages survival was also dependent on 
grade of tumor, more pronounced for stage 
with regional spread.21 For CRC, survival is 
significantly related to histologic grade and 
presence of distant metastases, however for 
gastric cancer, survival is related to presence 
of distant metastases only.20 Present study did 
not observe any association between histologic 
grade and pathologic stage of malignancy at 
presentation.

46.4% cases were found in stage III/IV in present 
study as compared to 84% found by Dulal et al.16 
This study observed more cases in earlier stage. 
Staging done was pathologic and was dependent 
entirely on nature of specimen sent, which may 
not have provided true insight into the distant 
metastases. Various GI symptoms are frequent 
in Nepal and these symptoms are interpreted 
more often of non-cancerous origin. Over the 
counter medicines are also easily available in 
Nepal leading to delay of patients in seeking 
medical help. This delay and poor awareness in 
population needs to be addressed.22

Esopahgus

Esophagus was involved in 15 (9.3%) cases. 
Various studies have shown a higher proportion 
ranging from 16.7% to 37.1% cases of esophageal 

malignancy out of total GI malignancies.2, 4, 17, 

23 Bazaz-Malik et al have shown lower 6.5% 
involvement of esophagus.18 Age of the patients 
ranged from 23 to 87 years of age and 73.3% 
cases were seen after 50 years of age. In study 
conducted by McHembe et al, age ranged from 
24 to 78 years and 51.8% cases were seen after 50 
years of age.23 Male female ratio for esophageal 
malignancy was found to be 1.1:1. McHembe 
et al reported 2.2:1 male female ratio which is 
much higher than present study.23 Males are 2 
– 10 times more affected than females.11 Present 
study did not observe so. This may be because 
of less number of cases. 10 (66.7%) cases were 
SCC, 3 (20.0%) cases were adenocarcinoma 
and 1 (6.7%) case each was adenosquamous 
carcinoma and small cell carcinoma. 
McHembe et al had reported 96% SCC and 
4% adenocarcinoma.23 Hirachand et al had 
reported all esophageal malignancies as SCC.3 
Incidence of adenocarcinoma of esophagus is 
increasing.11, 24 Adeoncarcinoma and SCC differ 
clinically, histologically and oncologically with 
different therapeutic concept.24 Adenosquamous 
carcinoma is uncommon in esophagus having 
distinct squamous and glandular components. 
They have a better prognosis than conventional 
squamous cell carcinoma or adenocarcinoma.25 
Small cell carcinoma of esophagus is a rare 
disease with rapid progression and incidence 
ranges from 0.8 – 2.4%.26

GE junction

5 (3.1%) cases were seen in GE junction. Age ranged 
from 46 to 80 years and 80% cases were seen after 
50 years. All cases were adenocarcinoma. Trisal 
et al had reported 10% cases in GE junction and 
all cases as adenocarcinoma.2Adeoncarcinoma 
of GE junction is defined as cancer with epicenter 
located within 5 cm of GE junction and extending 
into esophagus.27Incidence of adenocarcinoma 
of GE junction has been increasing in Western 
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countries due to higher prevalence of obesity 
and gastroesophageal reflux.28

Stomach

Stomach was the most common site involved 
in 42.9% cases in present study. Incidence of 
gastric cancer is highest in Eastern Asia, Eastern 
Europe and South America and lower in Western 
Europe and North America.29 Age of the patients 
ranged from 25 to 93 years and 74.0% cases were 
seen after 50 years of age. Male female ratio 
was 1.4:1. According to Prasad et al. age ranged 
from 23 to 98 years with maximum 71.3% cases 
in fifth to seventh decade which was similar to 
our study.30 However, Ali et al, had observed 
peak at comparatively younger age with a mean 
of 43.1 years.31 Both Prasad et al and Ali et al 
had observed a higher male female ratio of 2:1 
and 2.4:1 respectively which were higher than 
present study.30, 31 Ulcerative morphology was 
most common comprising 43.0% cases which 
was similar to finding of Prasad et al.30 92.8% 
cases were adenocarcinoma and 4.3% and 2.9% 
cases were NHL and GIST respectively. Prasad et 
al had observed 97.5% cases of adenocarcinoma, 
1.3% cases of carcinoid, 0.7% cases each of GIST 
and NHL respectively.30 Ali et al had observed 
98.3% cases of adenocarcinoma and 1.7% cases 
of NHL.31 43.8% cases were diffuse type, 40.6% 
cases were intestinal type and 15.6% cases were 
mixed. In a study conducted by Talukder et al, 
intestinal type were most common comprising 
of 68.9%, diffuse type were 14.3% and rest were 
mixed type.32  In a study conducted by Martinez-
Galindo et al, diffuse type was more common 
comprising 55.2% followed by 28.2% intestinal 
type. Diffuse type was significantly found more 
in younger individuals.33 Though the incidence 
rates for gastric cancer are decreasing, these rates 
are decreasing for intestinal type, rate of diffuse 
type localized to proximal stomach has been 
increasing. Diffuse type has a worse outcome as 

compared to intestinal type.1, 11 Majority (46.9%) 
of adenocarcinoma were poorly differentiated 
which was similar to finding of Ali et al where 
57.1% were poorly differentiated.31

Small intestine 

Small intestine comprised only 5 (3.1%) cases. 
3 (60%) cases were adenocarcinoma and 2 
(40.0%) cases were GIST. Small intestine though 
accounts for 75% overall length of GI tract, is an 
uncommon site for both benign and malignant 
tumors.1 Adenocarcinoma of small intestine are 
rare.11 Thakur et al had observed only case of 
malignancy in small intestine in their study.17 
Bazaz-Malik had observed 4.4% cases in small 
intestine.18 

Large intestine

Large intestine was involved in 67 (41.6%) cases. 
Age ranged from 16 – 88 years with mean 51.9 
years and maximum 43.3% cases in 4th to 6th 
decade. Male female ratio was 1.4:1. Various 
studies conducted in Nepal have reported age 
range of 18 – 87 years, mean age of 52, 53 and 57.3 
years and male female ratio of 0.9:1, 1.03:1 and 
1.3:1.22, 34, 35 28.4% cases were seen at or below 40 
years of age in present study. In study conducted 
by Shah et al and Kansakar et al 16.7% and 28% 
cases respectively were seen below 40 years of 
age.34, 36 In studies conducted by Rajbhandari et 
al and Rawal et al, 36% and 37% patients were 
less than 50 years of age respectively.22, 37 CRC in 
young adults is more frequently reported from 
developing countries and is in increasing trend. 
The patients in this age group are of better physical 
condition and due to lack of awareness tend to 
ignore symptoms. Aggressive tumor biology 
and delay in diagnosis often cause these patients 
to land in advanced stage.36, 37 91.0% cases were 
adenocarcinoma and majority of them (49.2%) 
were well differentiated. Studies conducted 
in Nepal have also shown adenocarcinoma to 
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be most common but moderately and poorly 
differentiated tumors were reported more 
commonly.34, 36, 37 However, Ibrahim et al had 
reported 52.3% cases as well differentiated 
in their study which was in accordance with 
present study.38 Poorly differentiated tumors 
proliferate and metastasize more than well 
differentiated.39 Out of 8 cases of mucinous 
adenocarcinoma seen in present study 75% were 
seen in colorectum. All cases were seen below 
50 years of age. Mucinous adenocarcinoma is a 
distinct subtype characterized by the presence 
of abundant extracellular mucin which accounts 
for at least 50% of the tumor volume. Mucinous 
colorectal adenocarcinoma is found in 10%–20% 
of CRC patients and occurs more commonly in 
younger patients. This histology is an adverse 
prognostic indicator.40 21.4% cases were Stage 
I followed by 38.1% cases each of Stage II and 
Stage III and 2.4% cases were stage IV. Rawal 
et al had reported a higher 35.8% cases in 
Stage I followed by 31.6% cases in Stage III.37 5 
year survival for CRC is 90% for patients with 
localized disease, 69% for regional spread and 

below 12% for distant metastasis.41 Stage I and 
II tumors are localized, Stage III tumors show 
regional lymph node involvement and Stage IV 
tumors show distant metastasis.14 59.5% cases 
of CRC in this study presented in Stage I and II 
implying better prognosis.

CONCLUSION

GI malignancy constitutes a significant cancer 
burden. Though it affects mostly elderly 
individuals, younger individuals are also 
considerably affected denoting a need of high 
degree of suspicion even in younger patients 
presenting with GI symptoms. Stomach was the 
most common site involved. Adenocarcinoma 
was the most common histological type. There 
was no association between histologic grade and 
pathologic stage at presentation.
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